














Patients  and  their  families will  describe  twin gestations  as 
“identical” or “fraternal.” These descriptions are not clinically 
relevant  or  accurate.  Twin  gestations  should  be  described  by 
their chorionicity (number of placentas) and amnionicity (num-
ber of amniotic sacs).3 Zygosity can also be a determinant but 

















Determining  chorionicity  is  important  as  it  predicts  preg-











two  amniotic  layers  and  produces  a  visibly  thicker  intertwin 
continued on page 6
membrane. This finding may not be present  in a  third  trimes-
ter  ultrasound  in  dichorionic  twins.  Two  separate  placenta 
masses or discordant fetal gender (male and female) indicate a 
dichorionic, dizygous twin gestation. The intertwin membrane 



















complications  unique  to monochorionic  twins  include mono-
amniotic/monochorionic  twins, acardiac twins, and twin-twin 
transfusion syndrome. As mentioned above, mono/mono twins 
occur  in 1% of  twin gestations. The perinatal mortality  rate  is 
higher in this type of monochorionic twins due to entanglement 














typically  has  incomplete  body  formation,  usually  a  torso  and 




blood returns  from the acardiac  twin. Acardiac  twins occur  in 
1 of 35,000 to 1of 150,000 births. Due to the risk to the normal 





























for  individual patient  care. There  is not  sufficient  evidence  in 
the literature for many of these recommendations and therefore 
some suggestions are based on expert opinion.
First Trimester  If  a  twin gestation  is  suspected or  the pa-






Counseling women  about  their  risk  of  aneuploidy  in  twin 
pregnancies  differs  from  singleton  pregnancies  as  there  are 
unique  considerations  in  twin  gestations  regarding  the  risks 
of  aneuploidy and  serum screening options. Chorionicity and 
zygosity play a major  role  in  these  risk  calculations. Zygosity 
can  be  presumed  antenatally  as  it  cannot  be  determined  un-
til after birth. Mothers of monochorionic  twins have  the same 
age-related risk of aneuploidy as mothers of singletons because 









weeks and has  similar  sensitivity and specificity  to  singletons 
for aneuploidy and congenital malformations.25 Serum screen-
ing is less sensitive and less specific in twin gestations.26,27 First 
trimester  and  integrated  screening  are  not  available  for  twin 















Second Trimester  Prenatal visits can continue  to be sched-







the  remainder of  the pregnancy. We do not  routinely perform 
cervical  lengths  in  these patients and do not  recommend pro-
gesterone supplementation as the evidence does not indicate a 
decreased risk of preterm birth with progesterone.28













Delivery Planning  A general conversation regarding timing 
and mode of delivery should be initiated early in the pregnancy. 
Women  with  twin  gestations  should  be  made  aware  of  their 
Antepartum Management of 
Twin Pregnancies
continued from page 5















Special Considerations for Monochorionic Diamniotic 
Twins  After  a  rigorous  review  of  the  literature,  our  institu-
tion  implemented  a management  protocol  for monochorionic 
diamniotic  twin gestations. We routinely perform ultrasounds 


















cies  is  scheduled  no  later  than  36 weeks  and  0  days.  If  there 
is any evidence of TTTS which subsequently resolved with or 
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